Background: Person-centred cultures have the capacity to make a significant difference in the care experiences of patients and staff. Contextual factors pose the greatest challenge to person-centredness and to the development of cultures that can sustain person-centred care, especially in the acute hospital setting. Aim of the study: To assess person-centred practice in acute hospital settings. Method: A cross-sectional survey using the person-centred practice inventory was used to measure current levels of person-centred practice within the acute care environment. A purposive sample of 2,825 registered nurses employed in acute hospital settings drawn from across four organisations was identified to participate in the study. Full ethical approval was obtained. Findings: A response rate of 24.9% (n=703) was achieved. There was a good spread of responses across demographic details. All 17 constructs of the inventory were scored positively. The lowest scored construct was 'supportive organisational systems' and the highest was 'being committed to the job'. Staff experience and banding had a significant impact on the provision of person-centred practice, with higher banding and experience being associated with higher levels of person-centredness. Conclusion: The findings indicate that a high level of person-centred care is currently provided in acute hospital settings. They also indicate areas for potential improvement, particularly in the constructs of: clarity of beliefs and values; supportive organisation systems; and potential for innovation and risktaking. The significance of staff banding and time in role indicate that years of experience is important in terms of expertise in person-centred practice. Implications for practice:
Introduction
There has been a consistent message in the international literature of the need to promote personcentred cultures to ensure a positive care experience for patients and staff (World Health Organization, 2007; Dewi et al., 2014) . There is, however, evidence to suggest that while organisations might aspire to a standard of care that reflects person-centredness, the reality of care experiences is at odds with this goal. This is borne out by several high-level inquiries about substandard care in some hospital wards in the UK (Alzheimer's Society, 2009; Health Service Ombudsman, 2011; Francis, 2013) .
There is increasing recognition of the challenges of implementing person-centred practice for teams who are working within complex organisational systems (Smull et al., 2009; Gask and Coventry, 2012; Neitzke, 2013) . McCormack et al. (2011) suggest that contextual factors such as organisational culture, the learning environment and the care environment itself pose the greatest challenge to person-centredness and the development of cultures that can sustain person-centred care. A study conducted by McCance et al. (2013) explored how the culture and context within acute care practice settings impacted on the engagement of practitioners in a facilitated practice development programme. The findings highlighted the constant tussle experienced by staff in managing context while trying to develop cultures that supported person-centredness in everyday practice. Laird et al. (2015) has illuminated patients' experience of care in hospital wards during the intervention phase of the same programme. These authors have identified that patients in hospital are exposed to their own vulnerability in the care experience. Experiences of misfits in systems, care processes and nurse responses disempower patients and heighten the sense of vulnerability, confirming that context and culture of care are important components in terms of the development of person-centred practice in acute care settings.
The person-centred practice framework (McCormack and McCance, 2010) is one framework that helps teams to understand what is happening within the practice setting. It has been described as a way to operationalise person-centredness in practice, recognising that the idea of person-centredness is well understood in principle, but the issue is often recognising it in practice. Alongside the framework, a variety of tools have been developed to support this agenda, and the person-centred practice inventory (PCPI) is one such tool. This paper describes the use of the PCPI to explore the relationships within the person-centred practice framework as they apply to acute care.
Methodology
The overall aim of the study was to assess person-centred practice within acute hospital settings. This was broken down into the following objectives:
• To benchmark person-centred practice in acute hospitals • To identify differences according to demographic details • To identify the usefulness of the PCPI in measuring person-centredness in acute care settings
The study adopted a descriptive cross-sectional survey research design, using the PCPI to measure levels of person-centred practice within the acute environment.
Sample
A sample of nursing staff drawn from four health and social care organisations in one region in the UK participated in the study. Staff from a range of clinical settings (for example, mental health and learning disabilities, adult services and paediatrics) were invited to participate, with the aim of obtaining a representative sample of nurses working in acute settings. Demographic details of participants were also collected. All nurses in each clinical setting were selected based on the following inclusion criteria: • A registered nurse • Employed full time • Working in the clinical setting for at least six months • Willing to participate
Instrumentation
The PCPI is a 59-item instrument that measures 17 constructs aligned to the person-centred practice framework (McCormack and McCance, 2010) . All items of the PCPI are measured on a five-point scoring range, from 1 (strongly disagree) to 5 (strongly agree). Full psychometric properties of the PCPI will be reported in a future publication.
Procedure
A total of 2,825 questionnaire packs were distributed across the four participating organisations via ward sisters/charge nurses, who provided the number of nurses working within each area. The process of implied consent was made explicit in the participant information sheet; a returned questionnaire indicated consent to the use of the information contained in it for the study. The process ensured total anonymity for participants returning questionnaires. Participants were asked to complete the questionnaire and return it in a supplied SAE for collection by the researcher. A deadline of two weeks was given for the return of questionnaires, with a further week of follow-up visits to retrieve questionnaires.
The PCPI was completed by 703 nurses -a response rate of 24.9%. Due to missing data, the final total of nurses for whom data were collated was 664.
Statistical analysis
All data were analysed using IBM SPSS Statistics 23.0. Frequency scores and descriptive statistics were generated for all demographic details. Item scores were aggregated to the level of the 17 constructs and analysed accordingly. The results are presented according to the main concepts within the person-centred practice framework (prerequisites, care environment and care processes) for ease of interpretation. Statistically significant differences across demographics (banding and length of time in post) were identified accordingly.
Ethical approval
Full ethical approval was sought and gained from the relevant organisational and ethical bodies in line with research governance requirements. The main ethical issues related to informed consent and assuring confidentiality and anonymity for all participants.
Demographic details
There was a good spread of respondents across the key demographics. As Table 1 shows, the majority of the sample were Band 5 nurses (63.7%) and the majority of the sample had more than 10 years' experience in practice (59.8%). Nurse banding levels reflect increasing expertise and corresponding salary. For example: newly qualified nurses will start their career at Band 5, while nurse consultants will be Band 8. The majority of higher band staff had considerably more experience in post. There was a good representation of respondents across the four participating organisations.
Participants per Band Time in practice <1 year
1-5 years 6-10 years More than 10 years Examination of the normality of distribution of responses indicates a good spread across all factors. Examination of the measures of dispersion (skewness and kurtosis) confirms the appropriateness of parametric tests to examine differences across demographic details. Significant differences are reported at probability level of P>0.05.
Results by concept Prerequisites
The broad concept of prerequisites comprises five constructs. Each of the five was scored positively (mean score >2.5), indicating a level of agreement with the construct. As shown in Table 2 , the highest scored construct was being committed to the job (4.45 on the PCPI five-point scale). This is defined as a commitment of the individual and the team members to patients demonstrated through intentional engagement that focuses on providing holistic evidence-informed care. The lowest scored construct was clarity of beliefs and values (3.91) defined as awareness of the impact of beliefs and values on care provided by practitioners and the commitment to reconciling beliefs and values in ways that facilitate person-centredness. There was a narrow spread on scores across the constructs.
The care environment
Seven constructs measured the concept of the care environment. Each of the seven was scored positively by the participants, indicating a level of agreement with the presence of the constructs in practice. The highest scored constructs were potential for innovation and risk (4.22) and shared decision making (4.21). Potential for innovation and risk addresses the professional accountability in decision-making that reflects a balance between the best available evidence, professional judgement, local information and patient preferences. A shared decision making system is the active engagement that facilitates active participation in decision-making by all team members. The lowest scored construct was supportive organisational systems (3.43). This construct relates to the presence of organisational systems that promote initiative, creativity, freedom and safety of persons, underpinned by a governance framework that emphasises culture, relationships, values, communication, professional autonomy and outcomes.
Care processes
Five constructs make up the concept of care processes. Each of the five was very positively scored, (mean scores >4). The highest scored construct was providing holistic care. The provision of holistic care is described as the provision of treatment and care that pays attention to the whole person through the integration of physiological, psychological, socio-cultural and developmental dimensions of persons. The scoring range across the five constructs was again narrow.
Results by demographic factors Organisation
All constructs were positively scored across all four participating organisations. Examination of the mean figures identify statistically significant differences across organisations on four of the 17 constructs. Three of these are constructs relating to prerequisites (developed interpersonal skills, knowing self, and clarity of beliefs and values) and one relates to a care process: sympathetic presence. Examination of the mean scores for these constructs shows the difference to be focused on one particular organisation having a consistently lower score than the other three.
Length of time in post
All constructs were positively scored irrespective of the length of time staff had been in post. Statistically significant differences were noted across four of the 17 constructs, with three of the four constructs relating to the care environment (skill mix, shared decision making and power sharing) and the remaining construct relating to a prerequisite: professionally competent. Examination of the mean scores shows that with increasing length of time in post, the provision of person-centred practice scores increase. This pattern remains consistent across all four constructs for which there were statistically significant differences. Post hoc tests show that statistically significant differences were noted between the recently in post (<1 year and 1-5 years) and those who had spent more than 10 years in post.
Staff banding
All constructs were positively scored irrespective of staff banding. Statistically significant differences were noted across nine of the 17 constructs, with the majority relating to the care environment (skill mix; shared decision-making; effective staff relationships; power-sharing; the physical environment; and supportive organisational systems). Two fell under prerequisites (professionally competent and clarity of beliefs and values) with the final one being the care process of working with patients' beliefs and values. Examination of the mean scores according to staff band shows that with increasing staff banding person-centred practice scores rose. This pattern remains consistent across all nine statistically significant constructs. Post hoc tests show that statistically significant differences were noted between the lowest band and highest band nurses.
Examination of the concepts of the PCPI
Examination of the measures of skewness and kurtosis reflect normality of distribution across the three concepts. The mean scores for all concepts were positive (see Table 3 ). 
3: Mean scores and measures of distribution on the three concepts of the person-centred practiceinventory
Statistically significant differences in scores were noted across bands on prerequisites and the care environment. Higher scores on the concepts were reported by higher band nurses. The length of time in post had a statistically significant impact on scores on the care environment concept. Nurses who had spent less time in post had lower scores on the care environment concept. The organisational site had a statistically significant impact on the prerequisites concept, with one site having statistically significantly lower scores that the remaining three sites. There were no differences in scoring across the remaining three sites.
Discussion
The person-centred practice framework (McCance and McCormack, 2010) provides a detailed understanding of the complexity of organisational systems. A better understanding of the contextual elements that comprise the acute hospital work environment and their interplay may help prevent the incidence of substandard care such as that highlighted in the Francis Report (Francis, 2013) . This study benchmarks the factors in care environments that are essential to the establishment and maintenance of person-centred practice across acute hospital settings (McCormack et al., 2011; Laird et al., 2015) . Examination of the mean scores indicates that the respondents believed that all 17 constructs were being provided in the acute setting; the measures of dispersion indicate a moderate spread of scores around the means and levels of skewness and kurtosis are broadly acceptable. Examination of the positive scores on the constructs show that nurses felt that they possessed the knowledge, skills and attitudes to provide negotiated care options, notably:
• Effective communication skills • Ability to provide holistic evidence informed care • Appreciation of the importance of reflective practices and self-awareness • The knowledge that beliefs and values impact on practice
The scores indicate that the sample has a clear picture of the impact that patients' values and beliefs have on care as well as the value of shared decision-making and connectedness between patients and practitioners. The evidence shows for the first time how these skills work to enable the achievement of holistic care and its connection with sympathetic presence. If effective change towards person-centred practice is to be initiated and sustained, the measurement of key components of practice needs to be accomplished at all levels of an organisation (Smull et al., 2009 ) in order to ensure that the care environment factors that help or hinder person-centredness are given sufficient attention (McCance et al., 2013) . The study reported here is the first to evaluate systematically those factors that impact on person-centredness in an acute hospital setting and the PCPI has proved to be a useful instrument in doing this.
Having such an instrument to indicate these correlations is helpful in the ongoing development of practice. The findings of this study indicate areas for potential improvement in further interventions designed to develop person-centred practice. They clearly demonstrate the impact that staff banding and length of time in post have on person-centred practice. While the relationship between length of time in practice and clinical expertise has been explored and evaluated in previous research (McCance et al., 2013; Laird et al., 2015) , this study goes further and has been able to correlate these issues statistically. The design and application of practice development interventions that are focused on content and target groups would help produce more effective outcomes in terms of developing the nursing expertise needed for effective person-centred practice. McCance and colleagues (2013) argue the need to identify effectively the components of culture and context in order to deliver practice development programmes as a richer understanding of the context of care promotes engagement of practitioners. The statistically significant differences in construct scores across the different groups in this study indicate the usefulness of the PCPI in identifying areas for future focused development and in evaluating the impact of interventions.
Furthermore, the development of a tool to measure care environment issues in person-centred practice and its strong theoretical basis, like the PCPI, provides an opportunity to directly quantitatively test the theoretical framework. Previously, few such instruments existed and proxy measures were used to indicate changes in the environment of practice in the acute sector (Edvaardsson and Innes, 2010). Edvaardsson and Innes (2010) criticised existing instruments designed to measure person-centred practice as failing to identify conceptual underpinnings and thereby limiting comparability across findings. The PCPI redresses this shortcoming by being explicitly linked to the person-centred practice framework of McCormack and McCance (2010) and providing a tool to examine the correlations between constructs of the framework as they are operationalised in different practice settings. The evidence presented in this study provides a benchmark for person-centred practice in acute hospitals, but it offers a greater potential to be used across different settings and from different perspectives, as well as promoting comparability of findings across studies. The accumulation of evidence will provide a deeper understanding of the mechanisms needed for effectiveness in person-centred practice.
Until the development of the PCPI, few tools enabled a whole-system evaluation of person-centred practice. The PCPI offers an opportunity to measure change across and within acute clinical settings, providing evidence at individual, team, organisational and systems levels. In this study the PCPI was used as a measure of practice at organisational and systems levels as well as across different groups. The instrument can be further used to measure person-centred practice on each of the constructs. Further analysis to an item response level will provide insight into potential areas for improvement.
Limitations
The positivity of the scores may indicate that further work is needed to help tease out whether the findings are reflective of aspirations rather than an actual position in relation to providing care. Further examination is required to validate the findings. Additional work is required to help identify other standardised instrument or qualitative measures and cross-validate these measures with the findings of the PCPI to provide validity and confidence in the questionnaire findings.
In this study the PCPI was applied in the acute setting. Further investigation across other healthcare settings is required to test its wider effectiveness.
Conclusion
The contextual factors that help establish and maintain person-centred practice are being provided in acute hospitals but these are affected by staff banding and length of time in post. The PCPI provides an accurate measure of the contextual indicators and is sensitive to measuring differences across (demographic) groups. The PCPI offers an opportunity quantitatively to benchmark person-centred practice, and identify areas for improvement and evaluate change.
